Background African American and Hispanic women are disproportionately affected by cardiovascular disease (CVD) and its many risk factors. Obstetrician-gynecologists (OB/GYNs) play an integral role in well-woman care and have a unique opportunity to provide CVD counseling and screening to these at-risk and underserved groups. Objective To assess whether OB/GYN race/ethnicity and OB/ GYN practices with increasing minority patient populations predicted differences in OB/GYNs' knowledge, attitudes, and practice patterns relevant to racial/ethnic disparities in CVD. This study also sought to determine provider and patientrelated barriers to CVD care. Method A questionnaire on CVD was mailed to 273 members of The American College of Obstetricians and Gynecologists in March-July 2013. Results African American and Hispanic OB/GYNs and OB/ GYN practices with increasing minority patient populations were more knowledgeable of CVD disparities. These OB/ GYNs reported greater concern for minority women's CVD risk relative to White OB/GYNs. Overall, OB/GYNs appear less knowledgeable and concerned with Hispanics' increased CVD risk relative to African Americans'. The most commonly reported provider and patient-related barriers to CVD care were time constraints, patient nonadherence to treatment recommendations, and inadequate training. Conclusion It is likely that minority OB/GYNs and those with practices with increasing minority patient populations have greater exposure to women at risk for CVD. Dissemination of educational information regarding Hispanic women's CVD risk profile may improve OB/GYN knowledge, counseling, and screening. Increased training in CVD and multicultural competency during medical school and residency should help OB/ GYNs overcome what they report as primary barriers to CVD care.
race/ethnicity [14] . Lastly, the underrepresentation of minority physicians in the medical profession has been well documented for decades and may further contribute to racial disparities in CVD because minority providers are more likely to care for minority patients [27, 28, 42] .
Obstetrician-gynecologists (OB/GYNs) play an integral role in well-woman care and are often the first and most frequent point of medical contact for women [29, 30] . In fact, many women report that their OB/GYN is their only source of routine health care [31] . Low-income, non-White women, who are younger, less educated, and who have small children are more likely to utilize their OB/GYN as a primary care provider (PCP) [32] . In a study of low-income women, 38 % of those surveyed considered their OB/GYN to be their PCP [30] . The current study does not assert that OB/GYNs should be in charge of managaging their patients' CVD health. However, OB/GYNs have a unique opportunity to provide patients, particularly at-risk and underserved minority women, with CVD counseling and screening. The American College of Obstetricians and Gynecologists (ACOG) guidelines state Bthe OB/GYN can educate, screen, monitor, and treat women to reduce their risk of morbidity and mortality from CVD [ 33] . ACOG guidelines recommend that OB/GYNs provide counseling and offer interventions and referrals for hypertension, obesity, diabetes, dyslipidemia, smoking cessation, physical exercise, and diet.
Although research on CVD is extensive, the lack of knowledge regarding heart disease among physicians [34, 35] and their female patients [36, 37] is concerning. Mosca et al. [35] invited 8,550 physicians from a national database of health care professionals to participate in a cross-sectional online survey that included standardized questions about awareness of and barriers to CVD prevention guidelines and physician CVD preventive practice patterns. Of those who were sent an invitation, 500 physicians (300 PCPs, 100 OB/GYNs, and 100 cardiologists) responded, for a total response rate of 17 % (13, 10, and 15 % among PCPs, OB/GYNs, and cardiologists). Less than one in five physicians knew that more women than men die yearly from CVD. Only half of all physicians counseled their patients on healthy dieting, and less than two thirds recommended physical activity to patients. OB/GYNs were less likely to be aware of national guidelines for cholesterol and blood pressure levels than PCPs.
Ehrenthal et al. [38] conducted a qualitative study of 46 OB/GYN residents and practicing physicians in Delaware and Pennsylvania to assess OB/GYNs' perceptions regarding the comprehensive health care of their non-obstetric patients. Similar to previous findings [39] , the majority of OB/GYNs reported that they provide only pregnant patients with both reproductive and non-reproductive care. Physicians reported that besides obesity and smoking, care not focused on reproductive issues for non-pregnant patients was beyond their scope of practice.
A more recently published study by Ehrenthal et al. [40] evaluated the efficacy of the 3-year tristate (Delaware, Ohio, New York) Heart Truth Professional Education Campaign. Healthcare professionals and students in the health professions were invited to attend a 1-h continuing medical education lecture based on the 2007 American Heart Association (AHA) guidelines for CVD prevention in women and to complete a pretest and posttest evaluation. The pretest assessed perceived CVD knowledge and preparedness and actual knowledge of AHA guidelines on CVD. The posttest included identical knowledge questions and additional questions about the participant's perceived utility of the lecture. Physicians were interns, residents, and practicing providers who selfidentified as family practitioners, general internists, OB/ GYNs, cardiologists, Bother MD or DO^, nurse practitioners (NP), physician assistants (PA), or registered nurses. Students included medical, nursing, pharmacy, and other studies in the health professions. A total of 2,995 participated in the educational campaign (43.3 % family practitioners, 21.1 % internists, 13.4 % OB/GYNs, <2 % cardiologists, 29.5 % nurses, 12.3 % students, 8.3 % NP/PAs). Sixty-three percent (1,893) of participants completed both the pre-and posttests (13.6 % family practitioners, 6.0 % internists, 1.7 % OB/GYNs, 1.6 % cardiologists, 4.8 % other physicians, 7.4 % NP/PAs, 29.3 % registered nurses, 16.0 % students, 12.8 % other, 6.6 % did not specify their area of training). Among physicians, OB/GYNs had the lowest actual knowledge scores at baseline. OB/GYNs (53.1 %) were least likely to know that African Americans, Hispanics, and Asian Americans are at high risk for diabetes relative to all other physicians. OB/GYNs (84.8 %) scored second highest in being able to identify that African American women are most likely to die from heart disease relative to all women. The majority of OB/GYNs were knowledgeable about seven of the eight AHA guidelines assessed at pretest; however, OB/GYNs (23 %) were least likely to be knowledgeable regarding AHA guidelines on the correct use of statins in women to prevent CVD. Of all physicians, OB/ GYNs had the highest posttest scores and the second highest change in mean scores between pre-and posttests.
Results from national telephone surveys of women reveal that approximately half of respondents knew that CVD was their leading cause of mortality [36, 37] . African American and Hispanic women were significantly less likely than White females to know that CVD is their leading cause of death (38 and 34 % vs. 62 %, respectively) [37] . These minority groups were significantly less knowledgeable than White females about healthy levels of CVD risk factors, such as healthy blood pressure and LDL/HDL cholesterol levels. Of importance, women who had received information about CVD in the last 12 months or who knew that CVD was their leading cause of mortality were significantly more likely to take preventive action by losing weight, decreasing their intake of unhealthy foods, and increasing physical activity.
Unfortunately, the lack of CVD knowledge among minority women does not seem to be improving. A recent study found that Hispanic women (27 %) were significantly less likely than White women (88 %) to know that CVD is their leading cause of death [41] . Findings from these studies underscore the meaningful impact that OB/GYNs can have by counseling their minority patients regarding their increased CVD risk as well as providing screening and referral services.
The primary aim of this study was to assess whether OB/ GYN practices with increased minority (i.e., African American and Hispanic) patient populations predicted differences in OB/GYNs' knowledge, attitudes, and practice patterns of racial and ethnic disparities in CVD. The second aim of this study was to determine provider and patient-related barriers to CVD care. The third aim of this study was to examine whether African American and Hispanic providers differed in these areas given that minority providers are more likely to care for minority patients [42] . Provider race/ ethnicity has been associated with differences in medical decision-making and end-of-life treatment [16, 43, 44] . The few studies that have assessed OB/GYN CVD knowledge in women have utilized small and/or geographically limited samples [35, 38, 39] . This is the first study to utilize a larger, nationally representative sample of OB/GYNs to assess OB/ GYNs' CVD knowledge, attitudes, and practice patterns relevant to racial and ethnic disparities in CVD among women.
Method

Participants
Participants were 273 ACOG fellows and junior fellows who are active members of the Collaborative Ambulatory Research Network (CARN). CARN is a nationwide sample of ACOG fellows and junior fellows who volunteer to participate in research studies. CARN members are a representative sample (by age, gender, and geographic location) of the ACOG membership, of which more than 90 % of OB/GYNs in the USA are members.
The purpose, risks, and benefits of the study were outlined in an accompanying cover letter. Return of the completed questionnaire indicated consent to participate in the study. Participation was voluntary, with no compensation offered to participants.
Measures
A survey regarding OB/GYN knowledge, attitudes, and practices relevant to racial and ethnic disparities in CVD was developed by the Department of Research at ACOG in consultation with practicing OB/GYNs familiar with disparities in CVD. The questionnaire was pilot tested on a sample of practicing OB/GYNs with appropriate adjustments made before distribution. Institutional review board approval was obtained from American University.
Respondents were not provided with information on cardiovascular health and were instructed not to look up any information in order to gauge OB/GYN knowledge, as opposed to research skills. The survey consisted of 39 questions pertaining to provider/patient demographics and provider knowledge, attitudes, and practices of racial/ethnic disparities in CVD among African American and Hispanic women. Demographic questions included the OB/GYN's year of birth, gender, race/ethnicity, number of years in practice, type of practice, primary medical specialty, practice location, and racial/ethnic distribution of patient population.
Knowledge of racial/ethnic disparities in CVD was measured by creating a knowledge score based on a subset of forced-choice survey questions, which assessed OB/GYN awareness of African American and Hispanic women's increased CVD risk. OB/GYNs were asked to rate the prevalence of 12 CVD risk factors among their minority patients relative to White women in their practices. Based on these questions, a risk score was calculated to further describe OB/ GYNs' perceived CVD risk of their patient populations. One vignette was included in the questionnaire in which OB/ GYNs were asked whether their concern for a patient borderline on a number of objective, physical measures of CVD risk factors (e.g., BMI, hypertension, high cholesterol, etc.) would increase if she were African American, Hispanic, or White. This vignette was developed to assess whether patient race/ ethnicity plays an important role in OB/GYN medical decision-making with regards to CVD care.
Procedure
All participants were sent an introductory letter, a questionnaire on CVD, and a postage-paid return envelope. Those who did not respond after the first mailing were sent up to two reminder mailings in April-May 2013. Finally, those who did not respond to the questionnaire were sent a letter containing six of the survey items along with a postage-paid return envelope. The letter responses were used to assess for potential non-response bias.
Data Analysis
Data were analyzed using a statistical software package, SPSS 20.0 (IBM SPSS Statistics 20.0, IBM Corp.©, Armonk, NY). Differences between letter and survey responders were compared on all 6 items on the letter mailing. Descriptive statistics were computed for measures used in analysis and reported as mean values ± standard deviation. Chi-square test was performed for categorical analyses. One-way analysis of variance (ANOVA) was used to compare group means of continuous variables. Linear and logistic regressions were used to determine whether OB/GYN practices with increasing minority patient populations predicted differences in OB/GYNs' knowledge, attitudes, and practice patterns as they relate to racial/ethnic disparities in CVD. The mean percentage of minority patient populations was calculated as a continuous variable by combining the percentage of African American and Hispanic patients that OB/GYNs reported having in their practices. Instead of picking an arbitrary cut-off as to what qualified as high minority patient populations (i.e., creating a dichotomous variable) and thus risk losing valuable data, this study looked at the total percentage of minority patients as a continuous variable in order to have the most accurate, predictive model. The mean percentage of minority patients was used in data analysis as the main predictor variable. Results for main analysis are reported as they relate to OB/GYN practices with increasing minority patient populations analyzed on a continuum. Linear and logistic models were used to calculate predicted probabilities and their corresponding 95 % confidence intervals. Findings were reported as significant at p <0.05. All analyses accounted for years in practice and gender, given that recency of training [45] and gender [46, 47] have been found to be associated with differential clinical practice.
Results
A total of 187 questionnaires were returned, resulting in an overall response rate of 69 %. Of the total responders, 158 returned a completed survey and 23 returned a completed letter. Questionnaires from six respondents were judged invalid (provider retired, provider opted out, returned to sender). Thus, these surveys were excluded from analysis. Because the letter responses were only used for comparative analysis to determine differences in survey responders and nonresponders, they are not included in the main results. No significant demographic differences were found between letter and survey responders. Two small, but statistically significant differences were found in survey responses between respondents and non-respondents.
Half of respondents were female (50 %). The mean age of OB/GYNs was 55.8 years (SD=9.4 years), and they had an average of 22.8 years in practice (SD=9.6 years). The average age of respondents is representative of ACOG members who belong to CARN (54.0±10.0 years) and is consistent with recent studies that sampled CARN and non-CARN members (55.6±9.3 years [48] ; 54.0±9.4 years [49] ). The large majority of responding OB/GYNs identified as White (81.3 %), 5.8 % as Hispanic, and 3.9 % as African American. Responding OB/GYNs reported that 45.4 % of their patient population is White, 22.8 % is African American, and 22.6 % is Hispanic. Additional provider and patient demographic information can be found in Table 1 .
Knowledge
Results supported the hypothesis that African American and Hispanic OB/GYNs would be more knowledgeable of racial/ ethnic disparities in CVD than White OB/GYNs (F(2, 138)= 3.30, p=0.040) (see Table 2 ). Results also supported the hypothesis that OB/GYN practices with increased minority patient populations would predict a greater likelihood that OB/GYNs were knowledgeable about racial/ethnic CVD disparities (OR, 1.02, 95 % CI [1.01, 1.04]; p=0.010). Of all responding OB/GYNs, 57 % were knowledgeable about racial/ethnic disparities in CVD among both African American and Hispanic women, 92.3 % were knowledgeable about CVD disparities among African Americans, and 61.5 % were knowledgeable about CVD disparities among Hispanics. Moreover, the large majority of OB/GYNs knew that heart disease is the leading cause of death among women (97.5 %) and that heart disease mortality differs by gender (79.2 %).
Perceived CVD Risk of OB/GYNs Patient Populations
OB/GYN practices with increased minority patient populations were predictive of providers' perceptions that their patients are at greater risk for CVD compared to White women (OR, 1.03, 95 % CI [1.01, 1.04]; p=0.002). OB/GYNs were asked to rate the prevalence of twelve CVD risk factors among their minority patients relative to White women. Based on their responses to these questions, OB/GYN practices with increased minority patient populations predicted greater CVD risk scores (β=0.040, p=0.006) (see Table 3 ). Some providers' perceptions of their patients' CVD risk profile aligned with national prevalence rates of CVD risk factors among minority women relative to White women (i.e., higher rates of obesity, diabetes, metabolic syndrome, racial discrimination, and low SES and lower rates of smoking). It should be noted that although national rates of tobacco use are higher among Whites than African Americans or Hispanics, socioeconomic gradients are stronger predictors of smoking than rates of current only smoking [50] . Research indicates that current smoking, age at initiation, cigarettes per day, years quit, and secondhand smoke all yield strong inverse educational gradients and moderately strong inverse income gradients among Whites and African Americans, with Hispanics having less evident socioeconomic gradients [50] . Racial and ethnic disparities in tobacco-related outcomes may be underestimated due to a focus on current only smoking rates [50] . [17] . This question sought to determine whether OB/GYNs consider patient race/ethnicity as a means of identifying preventable and non-preventable risk factors linked to race/ethnicity. More OB/GYNs (97.4 %) agreed that African American race is a strong CVD risk factor compared to those (71.8 %) who agreed that Hispanic ethnicity is a strong CVD risk factor. Responses to these questions differed by provider race/ethnicity. Hispanic (100 %) and African American (83.3 %) OB/GYNs were significantly more likely than White OB/GYNs (61 %) to agree that Hispanic ethnicity is a strong CVD risk factor (χ 2 (2, N=138)=6.55, p=0.038). Of all responding OB/GYNs, 98.7 % and 71.8 %, respectively, believed that African American and Hispanic women in the general U.S. population are at greater risk for CVD relative to White women. When asked specifically about CVD risk among their patients, 96.7 % and 68.1 % of OB/GYNs, respectively, believed that African American and Hispanic women within their practices are at greater risk for CVD relative to White women.
Tailoring CVD Care Differently for Minority Patients OB/ GYNs were given a vignette that asked whether their concern for a patient borderline on a number of objective, physical measures of CVD risk factors (e.g., BMI, hypertension, high cholesterol, etc.) would increase if she were African American, Hispanic, or White. These questions aimed to assess whether OB/GYNs exhibit increased concern for African American and Hispanic women's cardiovascular health, given the consistent evidence that these women are at greater CVD risk at a population wide level [13, 18] . OB/GYN practices with increased minority patient populations did not predict a greater likelihood that their concern for the patient described in the vignette would increase if she were African American (OR, 1.01, 95 % CI [0.968, 1.05]; p=0.671) or Hispanic (OR, 0.906, 95 % CI [0.991, 1.02]; p=0.365). The lack of significant results may be better explained by the lack of variance in responses. Similar to previously discussed findings, a large majority of all responding OB/GYNs (96.7 %) reported that their concern would increase if the patient were African American, whereas notably fewer OB/GYNs (68.9 %) indicated that their concern would increase in the patient were Hispanic. Only 25.2 % of OB/GYNs stated that their concern would increase if the patient were White. Answers to the vignette differed significantly based on provider race/ethnicity. Hispanic (100 %) and African American (100 %) OB/GYNs were significantly more likely than White OB/GYNs (63.6 %) to agree that their concern for the patient would increase if the patient were Hispanic (χ 2 (2, N=132)=7.57, p=0.023). OB/GYNs were also asked whether they agreed that CVD care should be tailored differently for African American and Hispanic women. OB/GYN practices with increased minority patient populations predicted a greater likelihood that OB/ GYNs agreed that CVD care should be tailored differently for African American (OR, 1.02, 95 % CI [1.00, 1.03]; p= 0.018) and Hispanic (OR, 1.02 [1.00, 1.04]; p=0.013) women. Of all responding OB/GYNs, 55.1 % and 43.6 %, respectively, agreed that CVD care should be tailored differently for African American and Hispanic women.
Barriers to Providing CVD Care OB/GYN practices with increased minority patient populations predicted a greater likelihood that OB/GYNs perceived patients' inability to see a specialist as a patient-related barrier to CVD care (OR, 1.02, 95 % CI [1.01, 1.04]; p=0.006). The most frequently reported provider and patient-related barriers to CVD care were time constraints, patients' nonadherence to treatment recommendations, and lack of sufficient training (see Table 4 ).
Attitudes Regarding the Professional Role of OB/GYNs and CVD Practice Patterns
Of all responding providers, 71.6 % agreed that CVD health should be a high priority for OB/GYNs. Additionally, 75.2 % agreed that CVD screening is within the professional role of an OB/GYN, and 68.2 % and 19.1 %, respectively, agreed that With regards to CVD practice patterns among all responding OB/GYNs, only 38.2 % reported that they assess new patients for CVD risk factors most of the time, and slightly over half (54.5 %) reported that they provide a heart examination to patients most of the time (see Table 5 ). The large majority of OB/GYNs (92.9 %) reported that they typically refer at-risk patients to a specialist. Of those who refer, 52.3 % reported that they follow-up with the specialist regarding the results, and 71.4 % reported that they discuss the results with the patient. The majority of OB/GYNs reported that they routinely screen patients for numerous CVD risk factors and provide routine CVD counseling (see Table 5 ). However, there appears to be some discrepancy in OB/GYNs' reported screening patterns. Although the large majority of OB/GYNs reported that they provide routine screening (see Table 5 ), when asked how frequently they screen based specifically on patient race/ethnicity, far fewer reported routine screening (see Table 6 ). Slightly less than half of OB/GYNs (48.3 % and 45.9 %, respectively) reported that they routinely screen their African American and Hispanic patients for CVD. A greater proportion of OB/GYNs reported routinely screening African American and Hispanic women for CVD relative to other races.
Discussion
It is well established that African American and Hispanic women are at increased risk for CVD and several of its risk factors relative to White women [2] . Research continues to underscore the lack of CVD knowledge among both physicians [35] and minority women [37] . Because minority women are more likely to utilize their OB/GYN as a PCP, it is crucial that OB/GYNs be knowledgeable about these disparities and seize opportunities to educate their minority patients regarding their increased risk as well as provide CVD counseling and screening. Our findings add to the limited existing literature on OB/ GYN knowledge and practices relevant to racial and ethnic dipartites in CVD among women. The few studies that have assessed OB/GYN knowledge have utilized small and/or geographically limited samples of OB/GYNs [35, 38, 39] . This is the first study to utilize a larger, nationally representative sample of OB/GYNs to assess their knowledge, attitudes, and practice patterns specifically relevant to racial and ethnic disparities in CVD among females.
Our findings indicated that African American and Hispanic OB/GYNs and OB/GYNs with practices with increased minority patient populations were more knowledgeable about racial and ethnic disparities in CVD relative to White OB/ GYNs. Minority physicians are more likely to care for minority patients [42] . It is probable that physicians who have practices with greater minority patient populations are more frequently exposed to at-risk patients relative to those with lower minority patient populations. The large majority of responding OB/GYNs were knowledgeable of racial/ethnic disparities in CVD among African American women, whereas notably fewer were aware of disparities among Hispanic females. These results support previous findings that most OB/GYNs are aware that African American women are at greater risk for CVD relative to White women [40] . Our results highlight that racial/ethnic CVD disparities among Hispanic women are less well-known among OB/GYNs. Contrary to previous findings, most OB/GYNs knew that heart disease is the leading cause of death among women and that heart disease mortality rates differ by gender [34, 35] .
Although African American race and Hispanic ethnicity are not themselves CVD risk factors, a greater burden of sociodemographic and CVD risk factors, coupled with other patient-related variables, place these groups at increased CVD risk [13, 18] . We assessed whether OB/GYNs consider patient race/ethnicity as a means of identifying preventable and nonpreventable risk factors linked to race/ethnicity. OB/GYN practices with increased minority patient populations were predictive of OB/GYNs' perceptions that their patients are at greater risk for CVD, as well racial discrimination and low SES, relative to White women. The majority of OB/GYNs agreed that their concern would increase for a patient borderline on a number of objective CVD risk factors if she were African American, whereas far fewer agreed that their concern would increase if the patient were Hispanic. These results remain consistent with our previously discussed findings, indicating that OB/GYNs appear to be less concerned about increased CVD risk among Hispanic women. African American and Hispanic OB/GYNs were significantly more likely than White OB/GYNs to agree that their concern would increase if the patient were African American or Hispanic, indicating differences in providers' attitudes and medical decision-making based on provider race/ethnicity. OB/GYN practices with increased minority patient populations predicted a greater likelihood that OB/GYNs agreed that CVD care should be tailored differently for African American and Hispanic patients. Of all responding OB/ GYNs, slightly over half agreed that CVD care should be tailored differently for African American patients, and less than half agreed that care should be tailored for Hispanics. These opinions are in conflict with medical recommendations that physicians should tailor preventive strategies differently for high-risk groups [51] and use more aggressive interventions for women with multiple CVD risk factors [52] .
OB/GYN practices with increased minority patient populations predicted a greater likelihood that OB/GYNs perceived patients' inability to see a specialist as a patient-related barrier to CVD care. Our results support previous findings indicating that commonly reported provider and patient-related barriers include time constraints, patient nonadherence to medical recommendations, and inadequate training [34, 38, 39] . Endorsed barriers appear to reflect a long-standing problem with regards to socioeconomic disadvantage that many minority groups face as well as persistent mistrust between minority patients and physicians. It is well established that racial/ethnic minority women are at a significant disadvantage regarding access to health care services even when controlling for factors such as SES, insurance coverage, stage or severity of disease, comorbidities, type and availability of health care services, and patient preferences [53] . Research indicates that minority women are less likely to adhere to treatment recommendations compared to White women, and racial discrimination and mistrust in health care providers have been shown to mediate this relationship [54] [55] [56] .
Only a few differences in CVD practice patterns were found among OB/GYN practices with increased minority patient populations. In general, OB/GYNs are screening, counseling, and managing all patients in a similar fashion. Slightly over one third of OB/GYNs reported that they assess new patients for CVD risk factors most of the time, and slightly over half of OB/GYNs reported that they provide a heart examination to patients most of the time. The majority of OB/ GYNs reported that they routinely screen and provide counseling for numerous CVD risk factors. However, when asked how frequently they screen patients for CVD based specifically on patient race/ethnicity, less than half reported routine screening. The large majority of OB/GYNs reported that they refer at-risk patients to a specialist, and over half reported that they follow-up with the specialist regarding the results.
Our findings indicate that OB/GYNs are less knowledgeable about racial/ethnic CVD disparities among Hispanic women and are less likely to agree that CVD care should be tailored differently for these women. These results are concerning given that Hispanic women carry a heavy burden of sociodemographic and CVD risk factors and are more likely to utilize their OB/GYN as their PCP [19, 32] . Notably more research has been conducted investigating African American women's CVD risk. As the Hispanic population in the USA continues to rapidly expand, further research is needed to better understand Hispanic women's CVD risk profile, including various subgroup differences. Our findings suggest that it may be necessary to disseminate educational information to OB/GYNs regarding Hispanic women's increased risk for CVD.
Although this study adds significantly to our understanding of current OB/GYNs' knowledge and practice patterns as they relate to racial/ethnic disparities in CVD, it is not without limitations. Data were based on self-report. Thus, it is possible that respondents over-or underestimated actual practice. However, the data that we obtained are important in that they provide a sense of OB/GYNs' knowledge of racial/ethnic CVD disparities and can inform future research and educational training programs. Second, it is possible that responders have greater interest in the topic area than nonresponders and were more willing to complete a survey on CVD, although our nonresponse bias analysis did not suggest differences. Other studies show that nonresponse bias tends to be less problematic in physician surveys than in surveys of the general public [57] . The small percentage of racial and ethnic minority OB/ GYNs in our sample may limit the generalizability of our results. The lack of racial diversity in the physician workforce, including among OB/GYNs, has long been noted and has remained stable for decades [27, 28, 58, 59] . National statistics of the racial and ethnic composition of OB/GYNs [27] and ACOG members [58, 59] suggest that our sample is representative. Findings from ACOG's 2003 and 2008 Socioeconomic Survey of a sample of ACOG Fellows indicates that approximately 81 % of responding Fellows identified as White, 5 % as Hispanic, and 4 % as African American, almost identical to our sample (White, 81 %; Hispanic, 6 %; African American, 4 %) [58, 59] .
Implications for Practice
As an increasing number of OB/GYNs incorporate primary care into their clinical practices, it is crucial that they are adequately supported and prepared to address important health care issues such as CVD. It is also imperative to recognize that racial/ethnic minority women are more likely to utilize their OB/GYN as a PCP. Although OB/GYNs are not responsible for managing their patients' CVD care, they have the opportunity to make a meaningful impact on the cardiovascular health of their minority patients by educating them regarding their increased CVD risk, discussing preventive strategies, and providing basic CVD screening and counseling. Physicians' recommendations heavily influence patients' treatment decisions [60] . Women who receive information about CVD and who know that CVD is their leading cause of death are more likely to take preventive action to decrease their risk [37] . In support of previous findings [38, 39] , the majority of respondents indicated that a collaborative care approach to women's health, continuing medical education, and ACOG-supported training in CVD would improve the delivery of CVD care to their patients. Moreover, increased training in multicultural competency offered through medical school, residency, and continuing medical education programs should help OB/GYNs provide culturally competent care to racially diverse patient populations and address frequently reported barriers to CVD care.
Although racial discrimination and access to health care continue to improve for African American and Hispanic women, these groups are still at a major disadvantage when it comes to receiving equal treatment in care. Efforts should focus heavily on narrowing this gap in health care disparities.
